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i The resident has the right to be fras from any
physical restrainta imposad for purposes of
discipline or convenience, and pet required to
treat the resjdent's medical symptoms.

‘;‘his REQUIREMENT Is not met as evidengad

[} y:

: Based on medioal record review, cbservation
#nd interview, the facliity falled to asseas for the

I use of a restraint for one resident. (#3) and falled

: 10 assess for restraing reduction for one resident

‘(#4) of thirty-two resldents reviewed.

' The findings included:

: Resident # 3 was admitted to the facility on May

: 20, 2010, and readmitted on Julg 6, 2011, with

: diagnoses of Congastive Heart Fallure,

" Pulmonary Emboflsm, Hypertension and

| Inteatinal Clostridium Difficile.

Medical record review of the Minimum Data Sat
(MDS), dated Juna 17, 201 1, revealed the

1 résident had short term memory loss; no long

" term memory problem, modified independance ;
with decision making skills: required extenslveg ,

- asslstance for transfers and mobility and did nat !

I B By, e conid
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; H ICIENC
F 000 ' INITIAL COMMENTS I F 000! The submission of this POC does
" e " : it : I not, in any way, offer any
1 Uring the annual recertification Survay admissi ’ i i
cenducted and complaint Investigation #28183 || acimission that any deficiencies
. August 1 - 3, 2011, st Center on Aging, Erwin, i| exist|at The Center on Aging and
¢ TN, no deficiencles ware cited in relation to | Health
| CoMplaint #28183, under 42 CFR Part 482,13, i
- Requirements for Long Term Care, i
221! 483.13(a) RIGHT TO BE FREE FROM F 221
8$=D PHYSICAL RESTRAINTS :
; Statement of Compliance:

To remain in compliance with all
State and federal regulations, The
Center on Aging and Health has
taken or will take actions set forth
in this POC. The POC constitutes
the Center on Aging and Health’s
allegation of compliance such that
all alleged deficiencies have or will
be corrected by dates indicated.
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t%4) 1D | SUMMARY STATEMENT OF DEFICIENGIES D PROVIDER'S PLAN OF CORRECTION (%53
PREFIX ~ (EACH DEFICIENCY MUST &E PRECEDED &Y FULL PREFIX {EACH CORRECTIVE AGTION SHOULD BE COMPLETION
TAG REGULATORY OR LZC IDENTIFYING INFORMAYION) TAG CROSS.REFERENCED 10O THE APPROPRIATE DATE
! DEFICIENCY)
F 221 Gontinued From page 1 F221| Restraint assessments done for

- require the use of rostraints.

. Medleal record raview of the interdisclpiinary

. Progress notee, dated June 12, 2011, revealed
the resident “..bumped right lower extremity on

: side rail causing a skin taar ,..", Continued review

! of facility documentation, dated June 12, 2011,

i revealed measures taken to include ", add shont

| pads to rails.,.". Review of the "Safaty

" Measures/Restraint Evaluation and Monitoring”
decument, revealed on July 27, 2011,

: Measures reviewed. Continue with pad alarm in

« bad &...padded side rails . -,

. Observation of the residant on August 1, 2011, in
i the resident's room, at 2:20 p,m. and 4:35 p.m.,
| revealed the resident lying on the bed, with

bitateral paddad side rails in the up poeltion and a

| bed alarm in use.

v Intarview with the MDS Coordinator and Quality
Assurance Coordinator, August 3, 2011, at 8:00
a.m, In the MDS office, confirmed the fachi
utiized two side rails with pads, which would be

- consldered a rastraint for the resident, and no
restraint assessment had been eompleted,

Resident #4 was sdmitted to the facility on
February 20, 2007, with diagnoses including
- Dementla, Congestive Heart Fallure, and Anxiety
' Disarder,

? Medical record review of a physiclane order gated
June 28, 2009, revenled "...Roli belt In bed and
w/c (wheelchairj., »

: Observations on August 1, 2011, at 9;58 am.,

|
i
i
|
i
|
f
|
|

resident # 3 on 8/1/2011, restraint
reduction assessment done on

resident # 4 By QA Nurse or ]
Designee (Charge Nurse).

All residents with orders for
restraints will be audited and
assessments for restraints and
reduction will be completed by
8/19/201]1.

New residents will be assessed on
admission by licensed nurses and
reported to DON or designee.
Licensed staff will be inserviced by
DON or designee on assessment
proceduré by 9/9/11. Restraint
reduction assessments will be done
quarterly and on significant change
| by MDS Nurse or Designee. All
residents with restraints will be
audited monthly for assessments
and compliance.

_
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! _ | DEFICIENOY)
: | | e :
F 221, Continued From pags 2 F221; | Compliance will be reviewed
' and August 2, 201 1, 8t 8:20 a.m., in the resident
. Toom, revealed resldent #4 sitting In bed with a m0nthly by the QA Nu;_rse and
' soft l:uall:2 (rggtral’nt) in place, Observation on ) reported the QA committee
AUGUST 2, 2011, at 2:02 p,m.. revealed resident ; ity I o9rtast1
sitting in & wheelchalr with a £0ft belt in place, mom?ﬂ? COHSISHI}g of &
- Administrator, Director of Ongoing
“interview on August 2, 2011, at 10:01 a.m., at the H i irect
East Wing Nurse's station, with aertified nursing Nursmg, Ss.fcty Diree oL, Al
ahs.ﬁlst?nl (CNA) # 1 revealed, the resident uses Department Managers, to the
the call light when neede assistance and had net Medical Director quarterly.
. Bttempted to get out of bed unassisted for sevaral i b Y
« months, ,
| Interview on August 2, 2011, at 10:08 a.m., at the :
. E@st Wing Nurse's statlon with Charge Nurse 21 f
; revealed the rasident had not attempted to get | ;
| out of bed unassistad. t i
, ; I '
- Interview and medical record feéview with the | [
- Directar of Nursing, on August 2, 2011, at 10:30 |
a.m,, in the facility confarence room conflmed |
tha -;-ioaidom had nat becn coocascd for & lmas ’
: restrictive device or resiraint, i
| F 279 483.20(d), 483.20(k)(1) DEVELOP ! Farel | CareP lan for resident # 9 was
' 88=D COMPREHENSIVE CARE PLANS mmediately updated to reflect
i . i
A facllity must use the results of the easessment dressm_g,Chanch for right lower
to develop, review and revise the resident's extremities skin tear. Care plan
, compreensive plan of care. updated to reflect resident # 3
The facliity rﬁust develop a comprehensive care nutritional needs and bi-weekly
. Plan for each resident that includes measurable :
- objectivee and timetables to meet a resident's weights by QA Nurse.
medical, nursing, and menta and psychasocial |
. needs thet are identified in the comprehensive i
" assossment. ] ]
Tha care plan must describa the services that are l, J‘
ORM CME-2567{D2-90) Praviaus Verzians Ohgolsie Evont ID: SusM11 Foclthy D; TNEBI}E"-- If continuation shest Page 3 of 14
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NAME OF PROVIDER OR SURRLIER
CENTER ON AGING AND HEALTH

STREET ADDRESSE, CITY, STATE, ZIP CORE
880 SOUTH MOHAWK DRIVE
ERWIN, TN 37650

(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES T T} | PROVIDER'S PLAN OF CORREGTION X5y
PRERIX {EACH DEFICIEFNCY MUST BE PRECEDED BY FULL PREPIX (EACH CORRECTIVE ACTION SHOULD BE COMBLETION
TAG REGULATGRY OR LSC IDENTIFYING INFORMATION) ! TAG ] cRosB-nsr—‘EnENg%gl'Eﬂ g%E APPROPRIATE DATE
H H &)
H |
F 279, Continued From page 3 ' Farsl| Al care plans audited by QA Nurse
Moy mished to attaln or melntain the resident's i| to assure compliance required to
- highest practicaple physical, mental, and ; o ; o 9/0/11
gs;s'ch osaoclal wall-being as requireg undar attain or maintain resident’s ghest
483.25; and any services that would otharwlse level of well being possible.
| be raquirad under §483.25 but are not provided ep
. fue 1o the rasident’s exercise of rights under
i §4 33.1 & algc;ladgag 4the. right to refuse treatment Care plans will be updated daily
, Undear 9 » . .
jonee (BYs) . with changes that occur with each
' resident by the MDS coordinator
1 This REQUIREMENT s not met vid d . .
" by: ) | ke e"_“ | Il and Llcepscd Nurses. Licensed
aigsﬁfem ;ﬁsemﬁgg!;ftyﬂ}ﬂﬁi?: feLfodrgtreH_:ew i || nurses will be in serviced by DON
. » 1 alleda to up o the carg -
. Cplan to {gﬂgct a change in nutl'itlonal needs for or deSlgnee by 9/9!201 1 .Cafc Plﬂ-ns
j § f;"?;é?iﬂ?“ﬂf (?fg&a?:r Eﬂeg t«:‘i gpgta(tg g?ref plan audited weekly times four weeks
BKin ne reside o &
twenty-two residents reviewed, for compliance by QA nurse or
: designee.
The findings includead: ' g
. ggsé%?‘fg #3 s gd?;fgsd wahIB ;9'32522'10" ?f:y i Compliance will be monitored j
i - , 2nd readm on July g, . Wi i . ]
- disgneses of Congestive Heart Failure, i ! | weekly tmes four weeks and /14711
+ Pulmonary Embolism, Hypartension and i | | monthly times three months by QA
Intestinal C!oslridfum le‘flclla ; ! nurse or designee and rCVic‘rVCd by &
: Medical record review of the Waeight Report and QA committee of Administrator, Ongoing
: Dletary Prograss Notes, dated July 26201 1, i . .
revealad the resident had a 12 percent slgnificant | D;rector of Nursing, Safety
. welght ro%s fromi June 8, 2011, thmu?h July g, Director, and Department Managers
{ 2017. Medical recard raview of the Dietary erly wi edical
{ Progress Notes, dated July 8 through August 4, mpnthly and quarterly with M
: 2071, revealed the facility obtained weekiy Director.
| weights on July &, July 14, July 211, 2011, and
“Uamoved o bl-waekly walghts naxt due date
- 8/4/11". Medical reoord review of the Dletary
Managers notes, dated July 7, 2011, revealad the
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Autritional supplements weare added,

i
!
resident was to receive waekly weights ang !
Medical racord !
June 21, 2011 !
than body requires...tolerateq !
prescribed diet withaut weight loss, ..consume
- €nough food to maintain w? & meet nutritional
heeds, and.. -weigh and monitor for any significant
: . Further review revealed the care
: plan was updated on June 20, 2011, with
but no update regarding the
' resident's welght loss or additional nutritional
supplements,

g
o
@
T
-
0
@
@

———— ..

Interview with the Direstor of Nursing and Dietary

. Manager, in the activitles room, on August 3,
2011, 2t 10:10 a.m., confirmed the oare plan had
not been ypdated to reflect the resident's racent
decline and nutritional needs,

7, 2011, with diagnoses Including Congestive
Heart Fallure, Osteoporosis, and Glaucoma,

Observation on August 1, 2011, at 10:12 a.m,.
bed with

. Fevealed resident #9 aws ke and alert in
’ visible to the left lower leg,

- Resident # 9 wag admitted to the facility on June "
|
|

a gauze wrap |
|

i Medical record review of a Physician's order ;

dated July 25, 2011, revealed, ... LI (l=ft lower)

leg 3 (three) ST (skin tears) areas cleanse with

- wound cleanser apply xaroform gavze and Kerlex

. wrap.,."

: Interview with the Quality Assurance Nurse and

the Minimal Data Sat (MDS) coordinator on

(X4) 1D SUMMaRY STATEMENT OF OFFICIENCIZS [[s} PROVIDER'S pLAN OF CORRECTION sy
PREFIX - (EACH DEFICIENGY MUST Bl PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION BHOYLD BE ¢0Mb"!-$g'ﬂﬂ
TAS REQULATORY OR 1LBG IDENTIFYING INPORMATION) TAG ! cnoss-n&mnﬁggggl‘éﬁgge APPROPRIATE L
'. = [
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F2?9i

|
f'
5

|
|

—— e

IRM CMS-2567(02-8D) Provipup Varzcigns Obaelnte

e

Evant |D: SUBM:

G884 "oN

Faoitly D: TNIGOS

yeos WdLE:9

If continuation sheet Page 5 of 14

LT 97 "2ny



2011-08-09 14:42 DCO547PM13501

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAI

4237351160 P 9/24
PRINTED: os/Qs/za11
FORM APPROVED
OMB NQ, 0038-0391

8652125642 >>

STATEMENT OF DEFICIENCIES (X7} PROVIOER/SUPPLIER/CLIA
AND PLAN OF CORRECTION IDENTIFICATION NUMBER:

445424

(X2) MULTIPLE CONSTRUCTION
A, BUILDING
B, WiNG

(X3) DATE SURVEY
COMPLETED

08/03/2011 |

NAME OF PROVIDER OR SUPPLIBR
CENTER ON AGING AND MEALTH

STREET ADDRESS. CITY, STATE, 2)F CODE
880 SQUYH MOHAWK DRIWE
ERWIN, TN 37630

—_—

{X4) ID SUMMARY STATEMENT OF DEFICIENCIES D | FPROVIDER'S PLAN OF CORREGTION i (X6}
PREFIX (EACH DEFICIENGY MUST 8E FRECEDED By FuL PREFIX | {EACH CORRRCYIVE ACTION SHOULD 8E COMPLETION
TAG . REGULATORY CR L&G DENTIFYING INFORMATION) i TAG ' CROSS.REFERENGED 1O THE AFPROPRIATE DATE
1 ' DEFICIENCY)
. f ' ]
F 279 ; Continusd From Paga 5 F 279
August 2. 2011, at 3:03 pum., In the MDS offico
i confirmad the care Plan had not boen Updated to
" reflect the skin tears,
F 281 483.20( K3)) SERVICES PROV] DED MEET F 281 Physician clarified 0Xygen orders
=D PROF STANDA . o
$$=0 ERsieNAL ahe for Resident # 18. New orders for
: The services provided or arranged by the faciilty | OXygen were changed to 2 liters per
! MUSt meet professional standards of quality. minutd by nasal cannula an d 02
; saturations every shift by charge
-'Thie R UVIREMENT | o i 4
e GIUIRE 5 notmet as evidenced nurse. Oxygen saturations were
. Based on medical record review, observation placed in MAR to monitor every
. and Interviaw, the facillty failed to follow the hift 8/1/2011
physician's order for one resident (#18) of || shitt on *
twenty-two residants reviewed. {
The findings incluged: . ;| Resident’s physiciaq orders will be
o— AR S o : i| clarified to include liters per minute
: siden was readmj 0 tne facillty on H ]
! May 16, 2011, with disgnoses including ! ! and_ O2 saturations by QA nurse or
Pneumonia, Chronio Obstrustive Pulmonary | Il designee by 9/9/2011.
; Disease and Siesp Apnea. ! J
,' Medic?u!' reczoard review of the Minimum Data Sat [ Residents admitted with oxXygen
| dated May 23, 2011, ravealod the resident scored : : :
12 out of 15 on the Briof Interview for Menta) l WI.H be clarified f or liters p?r 9/9/201 |
! Status (cognltlvtely Intact), Iwas indapendent with minute and specific Doctor’s orders
| eating and required extensive agsistance with ;
. activities of dally living. f,m OXygen saturations b}{ ﬂ",le
licensed nurse upon admijssion,
- Medical record review of o Physician's arder i ill be i rviced
dated May 16, 201 1, revealed the resident was to l L:ccnse'd .nurses w1II_ i AT
» heve Oxygen at 2 Iiters per minute par nasal i on receiving, transcribing, and
cannula as needed for oxygen seturations less follcwing physician’s admission
than 90% (percent). ’ :
' orders for oxyge and/or saturations
- Medical record review of the Care Plan dated J by 9/9/2011 by DON or designee.
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m
PREFIX
TAG
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PROVIDER'S RLAN OF CORRECTION
(EACH CORRECTIVE ACTION SHOULD BE
CROS3-REFERENGCED 1O THE APPROPRIATE
DER|CiENGY)

(%8)
COMPLETION
OATE

b

F 281 Continued From Page 8

| May 31, 2011, revealad,”,, Monitor ang observe
| for Increased SOB (shortness of breath),

i facllity protocol...”

" Medlcal record review of the Medical

- Administration Racerd dated May T8, 2011, thru
| August 3, 2011, revealed no dacumentation of [
- OXygen saturations or Oxygen uss.

: Medical record review of the Interdisciplinary

i Progress Notea dated May 29, 201 1, thru August ,

2, 2011, revealed the following documaentation:

« Mey 28 &t 11:00 am,", .02 (Oxygen) infusing

| @ 2L via ne (at 2 Iiters by nasa) cannula)...02

- Sats (oxygaen Saturation) 9494 v i July 22, at 2:30

ram, ", .02 at2 L/min N/C ..." with no

! documentation of the oxygen Saturation; and Jyuly
23, at 1:10 am., .02 @2 L/Min.. * with no

- docurnentation of the oxygen saturation. '

i Interview with Licensed Practical Nurse (LPN) #1
] O August 2, 2011, st 10:48 e, In the resldent's i
- room, revealed the resident used the oxygen ot

. ali times and had a pertable oxygen tank

! connected to the alestrin wheelchalr for use when
| eut af bed,

I

Interviews with LPN #2 on August 2, 2011, at
1 3i55 p.m., at the nurses' siation; with the

 Assistant Director of Nursing (ADON) on Auaust
R By Wy LY B, IR TG ADUN's office, and

i
I
[
T

F 281 -’_Coxnpliancc will be monitored

weekly times four weeks and
monthly times three monthly by
QA Murse or deaignee. QA
committee of Administrator,
Director of Nursing, Safety
Director, and Department Managers
and quarterly with Medical
Director.

T e e

|
|
|
|
|

]

RHEG
&
Ongoing

—. ]
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STREET ADDRESS, CITY, STATE, 2iF CODE
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ERWIN, TN 37650

Based on a res|dent's comprehensive
: assessment, the faoliity muest ensure that 5
! resldent -

! demonstrates that thils ls not possible; and
(2) Recelves g therapeutic diat when there is a
nutritional problam,

: ghis REQUHREMENT g not met as evidenced
yi
Based on medical record review, observation,

i facility policy review and Interview, the facil
failad to re-calculate nutritional needs and
obtained weekly welghts for one resident (#3)
with significant welght loss of twenty two
resldents reviewed.

" The findings included:

. Residont #3 was admitted 1o the facility on May
i 20, 2010, and readmitted on July 6, 201 1, with
| diagnoses of Congestive Heart Failure (CHF),

| Pulmenary Embolism, Hypertension and

' Intestinal Clostridium Difficile (C. Diff). Madical

l
!
1

|

!

X410 | BUMMARY ETATEMENT OF DEFICIENCIEE D | PROVIDER'S PLAN OF GORREGTION i (x3)
PREFIX , (EAGH DEFICIENCY MUST RE PRECEDERD BY PULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REQULATORY GRr LSC IDENTIFYING INFORMATION) TAG cnoss-nEFEﬁEgggglgﬁ ;:E APPROPRIATE DATE
: |
281 Continued From page 7 I ks
with the Director of Nursing {DON) on August 3,
2011, at 8:40 a.n., in the DON's office, confirmed
the facility had not documentad oxygen
saturations before applying Oxygen and had not
followed physician's orders for the applitation ang i
use of Oxygen administration. !
F 325 . 483.25(1) MAINTAIN NUTRITION STATUS F 325!
ss:D: UNLESS UNAVOIDABLE

1| Nutritional assessment was

‘ completed by Dietary Manager

/| resident # 3 and Care Plan updated

[| to reflect current malnutrition needs
[| on 8/3/2011.

Residents that are at risk will be
identified by a dietary assessment,
base line labs, and significant
weight change form then referred to
nutrition at risk committee
(Director of Nursing, Dietary
Supervisor, or their designee and
Dietician) every two weeks. At risk
1 residents will be monitored as

i | determined by nutrition at risk
committee. Nutritional assessments
will be completed on current
resident by 8/31/2011.

| ]

JRAM CME-258 T{02-09] Previaun Vartiong Obrolele Event ID; SUSMT
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' STATEMENT OF DEFICIENGIES X1} PROVIDERISUPPLIER/CLIA X2) MULTIPLE CONSTRUGTION {X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A. BUILDING COMPLETED
445424 B WING 08/03/2011
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
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tX4) ID SUMMARY STATEMENT OF DEFICIENCIES l [[+] ! FPROVIDER'S PLAN OF CORREGTION (X4)
PREFX | (EAGH DEFICIENCY MUST BE PRECEDED BY FULL, FRERIX (EACH CORRECTIVE ACTION SKOULD BE comMmLETION
TAG ! REGULATORY OR 1.5C IDENTIFYING INFORMATICIM] l TAG CRDSS-REFEREEEE%%E;\I%E APPROPRIATE
i ! - ) =
F 328 continued From page 8 |' F 326!| Assessments will be reviewed and_‘
Ramf:: rec\;i'tew t}:ev}?ale?it rffsadenglaﬂ heen : || revised as needed on admissi on,
t transferred to the hospital for ov. vation and ! g s
- 2dmisslon on May 31, June 27, and August 2, quarterly, and significant change.
2011, related ta decreased urinary output,
; : . | . i
: ;e;eg:;;:g‘f urinary tract infections (UT?) and fiuid C ompllapce will be monitored
A 3 v £ Rielsimrd weekly times four then monthly —
&dical record review of the agistere . :
| Dletician's Interdiscipinary Progrese Note, dated times three by DON or designee s
E’uly 2};5 .)?01 1. rﬁvea;t‘le;l‘ o o awad forw. and reported to QA committee of REOINE
: (wolght) loss. Wit 6/ &/11- 124, {pounds). i : -
: 7/8/11- 110.8# (-13.6). Wt now below IBWR Admlmst'rator, Director of Nursing,
(ldeal Body Welght Range) 1 16-142#, Intakee 1 Safety Director, and De artment
- mostly 75-100%, (percent). Residsnt recently out g 3
- Ofhospital and back 7/6/11- dx (dlagnosisy, BHE. Managers and quarterly with
+ UTl and €. Diff, wt loss possibly due to fluid loss | Medical Director.,
- and/or C.DIff...". ‘
| Medloal record review of the Welght Report ang i i
. Dletary Progress Notes, dated July 26, 201 1, | |
| revealed the resident had 5 12 percem significant ; 1
| walght logs fram June 6, 2011, through July 8, ; :
' 2011, Medical record review of the Dietgry ‘
i Progress Notes revealad the facliity obtained I
| weekly weights on July 8, July 14, July 21, 2011, i
i and " ...moved to bi-weakly weights next due date '
i 8/4/11". Medical record review of the Dietary
 Mangers notes, datad July 7, 2011, revealed the
. resident was to recejve waokly weights, nutritional
| supplements were added, and no re-calculation
: of estimated nutritional needs had been
completod,
| Observation on August 1, 2011, in the residents
' room, revealed the resident in the bed, alenrt, and
a container of water was sitting on an over bed
. table near the resident. Review of facility pollcy
, "Significant Weight Loss” dated 2008, revesaled
. 1
PRM CM3-2087(02-89) Previsua Verslonn Oboolalo Event ID; SUSMIY Facillty 1D: YNe6e03 If contimtlation shast Page 9 of 14

0L "4 G886 "oN

ye

03 Nd0P:9  110T 97 “3ny




111-08- . 1 4
2011-08-09 14:44 DCO547PM13501 8652125642 >> 423?3519113\2’5& 03?0’;122011

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES O NO. 0038.0391
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— Y
NAME OF PROVIDER GR SUPPLIER SYREET ADDRESE, CITY. STATE, 2iP CODE
B80 3IOUTH MOHAWK DRIVE
NT D
CENTER ON AGING AN REALTH ERWIN, TN 37630
M4y 1o ! SUMMARY STATEMENT OF DEFICIENGIZS I o PROVIDER'S PLAN OF CORRECTION H istJT
PREFIX ! (EACH DEFICIENGY MUST BE PRECEDED BY FLILL, PREFIX (BACH CORREGTJVEA:JTIDN SHOULD BE COMPLETHON
TAG REGULATORY DR LS50 IDENTIFYING INFORMATION) TAG CROSS/REFERENCED TO THE APPROFRIATE DATE
! I DEFICIENCY)
13 ‘ ’_
F 325 Continued From page 8 : F 325

"...place resident on weakly welights for ona
month and review thess waights weaekiy and
re-calcuiate estimated nutritional needs _ »

Interview with the Director of Nursing and Diatary
Manager, in the activities room, on August 3,
{2011, 2t 10:10 B confirmed the facility did not
, follow facllity policy in obtalning a full month of
{ Ffecorded walghts for the resident and did not :
» re-caleulate the residents astimated nutritionat ' 1
 Needs following g recent medical decline and
| significant welght logs, | : .
F 371, 483.35() FooD PROCURE, | F371;| No residents affected by deficiency.
sg:.zi STORE/PREPARE/SERVE - SANITARY ’

e ——— v

The facility must -

: (1) Procure foog from sources appraoved or

| considered satisfactory by Federal, State or local
authorities; and

' (2) Store, Prapare, distribute and serve food
under sanitary conditions l

!

i| All food storage areas were

I inspected; expired creamers and

|' steak fingers were discarded. Milk
expired was given back to company Alig /il

I for credit. The standing mixer and

[| toaster were cleaned Immediately.

!

]

|

!

.

| R
{ Filters were cleaned immediately.
[ ' i i itor all food
This REQUIREMENT s not met as evigenced f Dletary Staff WI!I foatior i
, by: ; storage areas to include
| Based an observation gnd interview, the facllity I refri gerators and freezers for
failed to store foods in 8 sanitary manner for ong i . d -
of two refrigerators, and fafled 1o maintain . preparations dates and expirations
| equipment in a sanitary manner for the lece | dates on 8/1/2011.
- machine, standing mixer and toaster o the !
' diatary department,
! The findings included: ,
Observation and Interview on August 1, 2011, at i ;
IRM 0'-‘3-2\;&?{02-80) Pravious rarglang Obaclats Evant ID: SUEMY Faellity ID; TN8&02 I continvation sheel Page 10of14
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CENTERS FOR MEDICARE & DICAID SERVICES

OMB NO. 0938-0391
STATEMENT OF DEFJCIENE[EB (L 4] PRO\HDERJ‘SUFPLIENJCUA (X2} MULTIPLE CONSTRUGTION (X3} DAYE SURVEY
AND PLAN OF CORRECTION IDENTIFICAT!OI\‘I NUMBER! COMPLETED
A, BUILDING
445424 i 08/03/2011

NAME OF PROVIDER DR SUPRLIER
CENTER ON AGING AND HEALTH

STREBET ADDRESS, CITY, STATE, ZIF CODE
480 SOUTH MOHAWK DRIVE
ERWIN, TN 37850

{Xa) 1D SUMMARY STATEMENT oF ODEFICIENCIES o PROVIDER'S PLAN OF GORREGTION {5)
PREFIX . (EACH DEFICIENGY MUST BE PRECEDED BY FULY, PREFIX {EAGH COARECTIVE ACTION SHOULD BE COMPLETION
taG ! REGULATORY OR LBC IDENTIFYING INFQRMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
H ! DEFICIENGY)
. . :
F 371 Conlinued From page 10 F 371|| Daily check sheets will be

8:55 a,m., with the Dletary Manager, in the diatary

' department, confirmed the cutside filtar and vaent
on the lee machine was visibly covered with dust
particles and nesded to be cleaned.

completed by dietary staff to
remove all expired items,
Appliances including toaster will be
cleaned after each use. All ice
machine filters will be ¢leaned
daily by dietary staff.

Observation and interview, on August 1, 2011, at
1Q:08 a.m., with the Dietary Manager, In front of

. the reach In refrigerator in the dietary depariment,

i confirmead a "haif full pan of steak fingers” in a

i metal serving pan, cooked, covered with
aluminum foil, and

Dietary Manager will monitor for
compliance weekly times four
weeks then monthly. Compliance
will be reviewed by QA committee

monthly of Administrator, Director
of Nursing, Safety Director, and
Department Managers, and
quarterly with Medical Director,

i Observation and interview an August 1, 2011, at !
10:15 a.m., with the Dietary Menager, In the walk

i In refrigerator In the dietary depariment,
confirmed two full fgaﬂons of buttermilk with

i expiration dates o July 21, 2011, mnd one full

: gallon of milk with an explration date of July 30,

i 2011, Further observatian canfirmed one box

| conteining 880 individual coffee creamers with an

- expiration date of June 30, 2011, and g serving

! pan that had a seft cucumber with "numerous
white spots" covering the entire surface 2rea of
tha cucumber. Further observationfinterview

. confirmed a freezer Sompany tag hanging from
the roof of the refrigerator that was black, molst
and unreadable. Interviow with the Diotary

i Mahager confirmed the milk was available for uge

| beyond the expliration date; the cucumber was

. 8poiled and the freezer company tag was

' unsanltany,

I '

r
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A, BUILDING
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(X4) 1D SUMMARY STATEMENY aF DEFIGIENCIES | D { PROVIDER'S PLAN OF CORREGTION Mﬁ‘r
PREFIX {EACH DEFICIENGY MUST BE PRECEDRD BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD 8E AOMPLETIGN
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) ] Tag | CROSS-REFERENGED TO THE APPROPRIATE bare
[ ! DEFICIENGY)
¥ 3 1
; 1
F 371 continued From page 11 F 371 I
- Observation and Interview, on August 1, 2011 at I !
; 10:30 B.m., with the Distary Manager, jh the i !
dietary department confirmed the standing mixer i
had an "erange colored particle” on the inside of I f
the top of the mixer and the back of mixerwall, |
1 @nd tha toaster had "black dried crust" on the : j i
: raller blades. Intarview with the Dietary Manager J
: confirmed the mixer and toaster were avallable !
for food preparation and needed cleanin
F 441 . 483,685 INFECTION CONTRDL, PREVENT F 441

¢ The faclilty must establish and maintain an
Infection
i safe, sanitary and comfortable environment and

The facility must establish an Infaction Control
Program under which f -
! {1} Investigates, controls, and prevents infactions !
in the facllity; I
i {2) Decides what procedures, such gs ieolation,
should be applied to an Indlvidual resident; and
, (3) Maintains a recora
. actione relateq to infeclions,

- (8) Infection Control Program I
I

. (B) Preventing Spread of Infection

i (1) Whaen the Infaction Control Program

1 dotarmines that a resident neads isalstion to

| Prevent the spread of infection, the fadility must

| Isolate the resident,

" (2) The facllity must prohibit employees with a
communicable disease or [nfactad ckin laslans

. from direct contact with rasidents or their food, |f
direct contact will transmit the disease,

" {3) The facility must require staff to wash thelr

IR CIMS-2507(02-99) Provisus Varplons Cbicletn Event 10: SUSMIT
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STATEMENT OF DEFICIENCIES

X1) PROVIDERISUPPLI 1
AND PLAN OF CORRECTION xn SUPPLIERICLIA

IDENTIFICATION NUMBER:

445424

(X2} MULTIPLE CONSTRUCTION
A. BULDING

B. wWiNG

(%3) DATE SUAVEY
COMPLETED

08/03/20114

NAME OF PROVIDER OR SUPPLIER
CENTER ORN AGING AND HEALTH

STREET ADDRESS, CITY. STATE, ZIP QODE
880 SOUTH MOHAWIK DRIVE

ERWIN, TN | 37650

i hand washing is indicated by actepted
‘ profesgional practice.

: (G) Linens

' Personnel must handle, store, procese and
wransport linens so as to prevent the spread of

| Infection.

L

: Ihis REQUIREMENT s not met as evinenced
- by;

- Based on observation, facliity poligy review, snd

i
xa)io ! SUMMARY STATEMENT OF DEFICIENCIES b : FROVIDER'S PLAN OF CORRE ‘TION 5
PREFX (BEACH DEPICIENCY MUST BE PRECEDED BV FULL ’ PREFIX | EAGH CORRECTIVE ACTION snguw BE Gcmﬁi‘-"“rmw
TAG ! REGULATORY OR L&C IDENTIEYING INFORMATION) TAG CROB3-REFERENCED TO THE APPROFPRIATE AT
{ DEFICIENCY)
* . " . .
F 441 Continued From page 12 F441| Mentioned nebulizer for resident

hands after each direct resident contact for which ;

interview the facility falled to foliow facility policy
for Infaction control for nebulizer use for one i
! resident (#13) and failed to fallow faellity policy for
: Mfaction control for oxXygen tubing use for one
i Fesldent (#18) of twenty-two residents reviowed,

! The findings included:

» Obsaervation on August 1, 2011, at 9:45 a.m.,

' revealed the nebulizer and nebulizer tubing for

. resident #13 was uncovered and the nebulizar
tubing was undated.

' Observation and interview with Charge Nurge #2
on August 1, 2011, at 1;59 P.m., in the resident's
: room, confirmed the nebulizer for resldent #13 !
D Uncovered and should have been placed In &
" Plastic storage bag when not In use.
| Review of the facllity policy for Nebulizer ;
« Treatrment ravealed, "...dismantle the nebulizer
and rinse it under a stream of water, Allow the
nebullzer to alr dry, then reassemble it and place
i It and tubing in a plasgtic bag, Change tubing and il

#13 was removed from room,
cleaned and new tubing dated and
placed on nebulizer by CNA.
Nebulizer and tubing were placed
in plastic storage bag on 8/1/2011.
/| O2 tubing was replaced with new
|| tubing immediately for resident #
18 on 8/1/2011.

Residents receiving nebulizer
treatment and oxygen were checked
for proper storage and dates of
tubing change by C.N.A. mentor.
C.N.A. mentor will in service other
C.N.As on policy for tubing
changing and storage of nebulizer
and O2. Charge nurses will check
all oxygen tubing and nebulizers
during A.M. med pass for
compliance daily to assure
nebulizer tubing and equipment are
in plastic bag. Nebulizer and 02

i | tubing will be replaced and dated
every week.

|
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. bags weekiy,.."

: Imterview with
f August 2, 2011, at 5:08

May 16, 2011, with Qla
Pneumonia, Chronje Q

i Observation on August 2, 2011, gt 10:20 a.m.
funtil 10:48 a.m,, revealed the resident was lying
in bed asleep, with the oxygen concentrator

.

| not available for resident use. Observation

the Diregtor of Nursing (DON) on
nursing statlon, confirmed the facility policy for
nebullzers was not followed.

' Residant #18 wae readmitted to the facility on

Dissase, and Sleep Apnea.

- Medical record review of a

dated May 16, 2011, reveaied Qxygen at 2 lters
- Per minute per nasal cannuls as neaded for
; OXygen salurations less than 90% (percent),

a.m., at the easy, hal}

noses including
structive Pulmonary

Physiclan's order !

revealed three separate ocoasions staff
| entered/exited the resident's room without

absarvfng!intemenlng to remova the dirty oxygen

: tubing that continued to

- Observation and Intanviaw on August 2, 2011, at
* 10:48 &.m,, in tho resident's

Practical Nurge %1, confirmed the oxygen tubing
: was lying on the floor and the: oxygen tublng was

, unsanitary,

e on the floor,

room, with Licensed

!

1

C.N.A! mentor weekly and

with Medical Director.

}

reviewed by QA committee of
Administrator, Director of Nursing, | 1|
Safety Director, and Department
Managers monthly and quarterly

ICARE & 1D SERVICES OMB NO. o -0381
STATEMENT OF DEFICIENGIES T} PROVIDER/SUPPLIER/CLIA MULYIPLE CONSTRUGTION {%3) DATE SURVEY
AND PLAN OF CORREGTION o IDENTIFICATION NUMBER: o COMPLETED
A. BUILDING
3 G
445424 8. wiN 0B/03/2011
NAME OF PROVIDER OR SUPHLIER STREET ADORESS, CITY, STATE, ZIP CODE
CENTER ON AGING AND HEAL 200 SOUTH MOHAWEK DRIVE
iy Ky ERVWIN, TN 37850
{X<) ID SUMMARY STATEMENT OF DEFICIENCIES | T2 PROVIDER'S PLAN OF CORREGTION [ £x8)
PREFX (EAGH DEPICIENGY MUST BE PRECEDED BY FULL | PREEIX (EACH CORRECTIVE ACTICN SHOULD BE ¢ GOMPLETION
TAG REQULATORY OR Lso IDENT IFYING INFORRATION) ] TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
i | DEPIGIENGY)
? T g— e
F 441’ Continued From pege 13 J' F 441 } Compliance will be monitored by —‘
! ;

9/14/11
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